trauma to Westmead Hospital over an 8 year period. Packing was used either to provide temporary haemostasis prior to transfer or as part of a definitive treatment plant at this hospital. Thirteen patients were packed prior to transfer. Only two were unstable on arrival, one of whom died. They were compared with 18 'comparison' patients with liver injuries of similar severity. In this group 10 were unstable on arrival (P=0.027), nine of whom died (P=0.015). Packing was used as part of a definitive treatment plan at Westmead on 17 occasions. Four patients were coagulopathic and five had also been packed prior to arrival. Eight of this group died.
Packing is a convenient and safe way of controlling major hepatic haemorrhage prior to transfer to a tertiary referral centre. It may also be part of a definitive treatment plan to control hepatic bleeding especially as many patients arrive with a coagulopathy or develop a coagulopathy during the course of surgery to control bleeding. Packing will control haemorrhage until the coagulopathy has been corrected. A unique feature of the Australian experience is the large number of patients in their series transferred to their unit with packs in situ after initial exploration for liver trauma elsewhere. The authors endorse the use of packing during transfer of complex liver injuries by confirming the favourable outcome in their packed group compared to a similar group transferred without the benefit of packing. The reported use of perihepatic packing in the literature varies from 0.5% 4 to 370/05, the higher figure reflecting referral patterns with the inclusion of patients transferred to trauma centres with packs in situ. Moore reported an overall 4% incidence of perihepatic packing in civilian liver injuries treated at eight major North American trauma centres6. In a survey of six North American regional trauma referral centres, 25% of patients with major hepatic trauma required packing7.
The major indication for therapeutic perihepatic packing in Hollands' and Little's paper was transfusion-induced coagulopathy. Thrombocytopaenia, qualitative defects of platelet function and coagulopathy, aggravated by shock, hypothermia and acidosis are common after massive, rapid blood transfusion in major liver trauma8. There is consensus that packing is the treatment of choice for transfusioninduced coagulopathy, providing time to return the patient to the intensive care unit safely for further correction of coagulation abnormalities and hypothermia. The technique of perihepatic packing is important if effective tamponade and haemostasis is to be assured. Sufficient packs should be inserted to provide adequate external counter pressure. We found that a "six-pack" technique provided the most effective and optimal tamponade3. Other authors have recommended interposing either a plastic adhesive drape folded on itself1, or microfibrillar bovine collagen (Avitene) between the dry laparotomy pads and the underlying liver to avoid clot disruption and to prevent the pack adhering to the exposed hepatic parenchyma during pack removal. _An important practical point emphasized by Hollands and Little, is the avoidance of packing into the liver fracture which may provoke bleeding during pack extraction. An attempt should be made to return the liver contour to normal and to re-approximate the edges of the defect by external pressure. _A potential complication which may be produced by using an excessive number of packs is an increase in intra-abdominal pressure, caval compression and acute renal failure11. 
